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Abstract 

India enjoys a low incidence of melanoma which could be due to under reporting on 

account of a low index of suspicion by clinicians and pathologists alike. This is 

particularly true when a cutaneous lesion lacks pigmentation. This may lead to a 

missed or delayed diagnosis and delayed therapy. Fine needle aspiration cytology 

was done on left index finger swelling in a 63 year old man and was diagnosed as 

malignant melanoma. He had past history of similar swelling on the same finger 

which was excised 12 year back. Now the patient presented with recurrent swelling at 

the same site. Late recurrences of malignant melanomas are well known, but 

uncommon. We report this case of late recurrent malignant melanoma, highlighting 

the clinical and diagnostic aspects of this neoplasm.

Introduction

alignant melanoma is an aggressive Mtumour of melanocytes commonly 

encountered as cutaneous malignant 

melanoma in fair skinned individuals 

predisposed to it by ultraviolet exposure. 

Fewer cases present as index finger 

malignant melanoma. Recently late 

recurrence of malignant neoplasms has 

been growing topics of discussion, 

because the curability has been high and 

patients have had a high possibility of long 

life. Late recurrences of malignant 

melanomas are well known, but 

uncommon. We report a case with late 

recurrence 12 years after the initial 

surgery.

Case Report

The patient was a 63 year old man who 

presented with swelling over left index finger since 6 

months. He had past history of similar swelling on the 

same finger which was excised 12 years back. The 

histopathological diagnosis of the lesion was given as 

benign fibrous histiocytoma. Now the patient 

presented with recurrent swelling at the same site 

and was referred to our institute for the cytological 

examination.

On examination, swelling was 2 x 2 cm in size, 

firm, non tender and bosselated in appearance in the 

middle phalanx of index finger on the dorsal aspect 

and the overlying skin was pigmented. (Fig. 1 A) X-ray 

of the lesion revealed a well defined soft tissue 

swelling in the middle phalanx of left index finger with 

mild cortical irregularities. (Fig. 1B)

Nodular pigmented lesion in the middle phalanx of 

the left index finger. B) X-ray image of the lesion 

showing mild cortical irregularities.

Fine Needle Aspiration Cytology (FNAC) of 

151Bombay Hospital Journal, Vol. 54, No. 1, 2012



swelling was performed. Smear showed epithelial 

type and spindle cell type. The nuclei had a regular 

outline and nuclear chromatin was evenly 

distributed with prominent nucleoli. Few binucleated 

cells seen. Some cells showed intracytoplasmic 

pigments (Fig. 2-A, B, C, D). The cytological 

impression was malignant melanoma and biopsy was 

advised. 

Figure 2 : Cytological features of malignant 

melanoma: A) Admixture of epithelial and spindle 

cells (Pap Stain x 100). B) Spindle shaped cells of 

tumour with brown pigment in the cystoplasm (Pap 

stain x 400). C) Tumour cell showing prominent 

nucleoli. D) Brown black pigment in the cytoplasm of 

tumour cells (MGG stain x 400)

The histopathology of biopsy from the lesion 

confirmed the diagnosis of malignant melanoma and 

patient underwent finger amputation. The tumour 

showed predominantly spindle cells with 

pleomorphic nuclei (Fig. 3A, 3B). Abundant melanin 

pigment was seen within the tumour cells. (Fig. 3C) 

The tumour involved the underlying bone. (Fig. 3D)

Fig. 3 : Histopathology of recurrent mass: A) Scanner 

view showing tumour and overlying skin. B) Low 

power showing spindle cell proliferation in fascicles 

with evidence of pigment in majority of tumour cells. 

C) High power highlighting the brown pigment with 

increased cell and marked atypia of tumour cells. 

D) Tumour involving the bone (arrow). 

[Hematoxylin and Eosin stained section].

Discussion

Malignant melanoma is an aggressive 

tumour of melanocytes commonly 

encountered as cutaneous malignant 

melanoma in fair skinned individuals 
1predisposed to it by ultraviolet exposure.  

Fewer cases of malignant melanoma occur 

on index finger. There are two main types 

of skin cancers - melanoma and non-

melanoma. Melanoma is the least common 

but most serious form of malignancy. 

Majority of melanomas are associated with 

sunlight exposure and thought to be due 
1to ultraviolet radiations.  Therefore, most 

are found in the head and neck region and 

on the lower extremities. Rare but well 

known locations of cutaneous melanomas 

are the subungual region, palms and 

soles. India has low incidence of malignant 
1,2,3melanoma.  Late recurrences of 

malignant melanoma are uncommon but 

they appear to be a growing problem. In 

previous reports, late recurrence with 

disease free interval of 10 years or more 
4-8were observed in 0.84-6.83% of cases.  A 

recent report estimates that 5-10% of 

those patients who remain disease free for 

more than 10 years will eventually 
6relapse.

It was a controversial hypothesis 

whether a late recurrence of malignant 

melanoma could be predicted at the time of 

the primary. Some investigators reported 

that none of the factors of prognostic 

importance such as tumour thickness, 

ulcerative state of primary lesion, 

anatomical site or initial surgical 

treatment, proved useful in predicting 

those patients who would have late 
4-11recurrence.

Malignant melanoma is an aggressive 
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tumour of melanocytes commonly 

encountered as cutaneous malignant 

melanoma in fair skinned individuals 

predisposed to it by ultraviolet exposure. 

India enjoys a low incidence of 
1-3melanoma  which could be due to under 

reporting of melanoma on account of a low 

index of suspicion by clinician and 

pathologist alike. This is particularly true 

when a cutaneous lesion lacks 

pigmentation. This may lead to a missed or 

delayed diagnosis and delayed therapy. 

Our case also demonstrate the missed 

diagnosis of melanoma in excised mass of 

the swelling 12 year back. Review of slides 

of previous surgery confirmed the 

diagnosis of malignant melanoma. The 

pigment was seen in very few cells. 

The histological  diagnosis of  

cutaneous melanoma can pose difficulties 

for diagnosis, especially if the lesion is non 

pigmented. The features closely simulate 

metastatic carcinoma, dermatofibroma, 

leiomyoma. Our case was also diagnosed 

as fibrous histiocytoma and hence only 

mass was excised. The recurrent swelling 

appeared 12 years later showed typical 

cytological features of malignant 

melanoma. The tumour showed epithelial 

and spindle cells with pleomorphism, large 

nuclei and mitosis. Eosinophilic 

macronucleoli were seen in epitheloid 

cells. Melanin pigment was also seen in the 

tumour cells and the cytological diagnosis 

of malignant melanoma was confirmed 

subsequently by histopathology.

Melanoma is one of the most notorious 

tumour both for metastasis at unusual 

locations or recurring after a long latent 

period (sometimes years later when the 
12,13,14excision of primary is forgotten).  Our 

case presented with recurrence several 

years i.e. 12 years after excision of primary 

tumour which is uncommon.

The grade of atypia or mitotic activity 

of tumour cell might be responsible for its 

slow growth and the long term latency of 

its subsequent metastasis/recurrence. In 

our case histological features of primary 

lesion showed a low grade atypia and a low 

mitotic rate in the tumour cells (Figure 4) 

and that of the recurrent lesion showed 

greater pleomorphism and higher mitotic 

activity. The pigment was more 

predominantly seen in recurrent lesion. 
15Khanna et al  reported higher mitotic rate 

and greater nuclear pleomorphism in the 

early recurrence group.

Figure 4: Histopathology of primary mass showing 

proliferation of spindle shaped cells. The tumour 

cells show hyperchromatic nucleus with minimal 

atypia as seen in the inset. Only few cells show 

pigment. [Hematoxylin and Eosin stained section]

4Show et al  stated that no host or 

tumour factor could be identified that 

could help predict those patients at high 

r isk of  having late  recurrence.  

Investigations have therefore emphasised 

the lack of predictive factors on the 

recurrence and the importance of life long 

follow up in treating malignant melanoma. 

While 5 years survival of 25.2% is reported 
1in cutaneous melanomas,  the prognosis 

after a late recurrence of a malignant 

melanoma is variable and unpredictable. 
6Tahery et al  reported that survival 
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following a relapse of a malignant 

melanoma was found to be greater in 

patients with only a local skin recurrence. 

Our patient had a very long period of 

disease free interval of 12 years.

Conclusion

The existence of malignant melanoma, 

though uncommon in our country, needs 

to be recognised and considered in the 

differential diagnosis of any spindle cell 

lesions at any site. These cases need 

lifelong follow up to recognise the 

recurrences or metastasis which will aid in 

prompt management of the patient.
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